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566Family history of aortic aneurysm is an independent
risk factor for more rapid growth of small
abdominal aortic aneurysms in JapanScreening for the presence of an abdominal aortic
aneurysm (AAA) took a signiﬁcant step forward with pas-
sage by Congress of the Screen for Abdominal Aortic An-
eurysms Very Efﬁciently Act (or SAAAVE Act) in 2005.
President George Bush signed the bill on February 8,
2006 for implementation in 2007. The screening was
limited to men who have smoked over 100 cigarettes or
men and women with a family history of AAA. The details
of this legislation were detailed in a prior CPT Advisor
article in 2009.1
Unfortunately, the patient’s primary physician was the
only provider allowed to request the screening ultrasound,
which could only be performed after completion of the
Initial Preventive Physical Examination (IPPE). This pri-
mary care assessment is sometimes referred to as the
“welcome to Medicare physical” and the strict require-
ments contained in the SAAAVE Act signiﬁcantly limited
implementation. The original law took effect on January
1, 2007 and less than 10,000 beneﬁciaries were screened
for AAA that year. Attempts to unlink the AAA screening
beneﬁt from the IPPE and further expand the one-time
screening to all 65- to 75-year-old Medicare beneﬁciaries
who are at-risk for an AAA all failed.
The Affordable Care Act in 2010 authorized coverage
for services that have an “A” or “B” rating by the United
States Preventive Services Task Force (USPSTF). Howev-
er, the Centers for Medicare and Medicaid Services
(CMS) did not respond to this legislation by removing
the IPPE requirement as outlined in the SAAAVE act.
Over several years, the Society for Vascular Surgery (SVS)
and multiple other interested groups met with CMS on
this issue with little progress. However, CMS surprised
the vascular community several years later in 2014 by elim-
inating both the IPPE requirements and the 1-year time
limit to perform the study while maintaining the indica-
tions for screening.sc Surg 2015;61:566
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://dx.doi.org/10.1016/j.jvs.2014.12.010CMS created the code G0389 in 2007 to describe this
screening and estimated the physician work relative value
units (RVUs) to be 0.58. The professional fee remains un-
changed to this day. However, the technical component
for performing the service in an ofﬁce setting was estimated
by CMS using the existing CPT code 76775, which de-
scribes a retroperitoneal ultrasound. G-codes are not valued
at the American Medical Association/Specialty Society
Resource Based Relative Value Scale Update Committee
(RUC) for their technical component. Rather, they are
“crosswalked” to an existing Category I CPT code that is
similar in resource utilization. Any changes to the “cross-
walked” code resources will also result in changes to that
G-code. For 2014, CPT code 76775 was revalued as a fairly
limited bladder ultrasound in the ofﬁce setting and saw a
marked decrease in technical component reimbursement.
As a result, G0389 had an undervalued technical component
of 1.03 RVUs in 2014. The SVS and other interested soci-
eties pointed out to CMS that the revised CPT code 76775
(after the new valuing) no longer accurately reﬂects the re-
sources involved in furnishing AAA ultrasound screening
due to changes in CPT code 76775 practice expense direct
cost inputs. Speciﬁcally, the type of equipment used in
furnishing code G0389 is different, the time involved is
greater, and the specialty that furnishes this screening
(vascular surgery) is different than for CPT code 76775
(urology). Fortunately, CMS raised the technical component
for 2015 back to 2.44 RVUs (similar to the 2013 value).
Last, a multispecialty group including radiology, cardiol-
ogy, and vascular surgery has already submitted to the RUC
recommending referral of this code to the CPT panel for the
possible creation of a new Category I CPT code for 2017.
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